Sir, I read with interest the study on the prevalence of depression among adolescent students by Jha et al. [1] in May-June issue of 2017. The authors have used a Hindi translation of Beck Depression Inventory II (BDI-II) to screen 1485 adolescents (of which 1412 responded) aged 14-18 years and reported a point prevalence of any depression to be 49.2%. Guilty feeling, pessimism, sadness, and past failure were the most common self-reported symptoms, which the authors have wrongly interpreted as factors responsible for depression. The factors associated with self-reported depression in their study included "school factors" such as an inability to cope, teasing and physical punishment at school, and "family factors" such as parental conflict and financial constraints.
The reported rates of depression vary according to the instrument used for screening. In a meta-analysis of the studies on Iranian adolescents, [2] the mean prevalence of depression was 43.55% using the BDI, 15.87% using Symptom Checklist 90, and 13.05% using Children's Depression Inventory. Similar to the study by Jha et al., [1] several others Indian studies [3] [4] [5] [6] using BDI/ BDI-II have reported high prevalence rates of depression among adolescents. One study from Mangalore [7] on college students estimated a prevalence of depression up to 80% using BDI-II screening.
Studies using a two-stage method, where screening is followed by confirmation using structured interviews, give more reliable estimates of depression. In a study from Sweden, [8] 88% of adolescents scored >16 on BDI; however, only 13% of low scorers had depression diagnosis following structured interview. The study by Sarkar et al. [9] using Schedule for Affective Disorders and Schizophrenia for School-Age Children (K-SADS-Present and Lifetime) found a prevalence of the depressive disorder among students from standard I-VII to be 3.13%. Similarly, [10] screening with BDI followed by K-SADS-Epidemiological version 5 in Nigerian adolescents aged 13-18 years resulted in 6.9% prevalence of depression.
In the meta-analysis by Jane Costello et al., [11] the prevalence estimate for depression under 13 years of age was 2.8% (standard error [SE] 0.5%) and for 13-18 years it was 5.6% (SE 0.3%). They concluded that there is no increase in the prevalence of child, and adolescent depression and the concerns regarding the epidemic of depression are not true. Nevertheless, a recent study in the USA reported an increase in the 12-month prevalence of major depressive episodes from 8.7% in 2005 to 11.3% in 2014 in adolescents. [12] Although the authors assert that the Hindi translation of BDI-II was extensively piloted, they have not stated the psychometric properties of the translated scale. Another instrument, Patient Health Questionnaire 9, has been well validated as a screening tool [13] and has a Hindi version for use in India, could have been used in the study. Furthermore, the cutoff score of 13 may overestimate depression; hence, a score of 23 for screening has been suggested based on Youden's index. [14] 
Aggressive Behavior and Short-Long Polymorphisms of Monoamine Oxidase A: An Example of Effect of Genetic Molecular Mass Change in Psychological Medicine
Sir, Aggressive behavior is usually an unwanted serious behavior and there are many reports in psychological medicine on the underlying genetic factors. Of several genetic polymorphisms, monoamine oxidase A (MAOA) polymorphism is widely mentioned for the clinical relationship to aggressive behavior. [1] In a recent reported, it was proved that having short polymorphism is related to the increased risk behavior and harmful practice comparing to having long polymorphism. [2] Indeed, based on the basic concern on quantum molecular genetics, the genetic molecular mass change due to different polymorphism can be expected. It is no doubt that the patients with short polymorphism have a less molecular weight of MAOA comparing to those with long polymorphism and this means less catalysis of monoamine can be expected in ones with short polymorphism. Indeed, the high accumulated level of the monoamine is proved to relate to the agitation state in psychiatric patients, [3] and the observation might be well relating to the already mentioned effect of short versus long MAOA polymorphism. The effects of molecular mass change can be well demonstrated for case aggressive behavior and MAOA short and long polymorphism, similar to that seen in other polymorphism related medical disorders. [4, 5] Financial support and sponsorship Nil.
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